Introduction {#Sec1}
============

Achalasia is a relatively rare medical condition characterized by motor abnormalities of the esophagus resulting in stasis of ingested food \[[@CR1]\]. Leading clinical symptoms include progressive dysphagia, regurgitation of food, retrosternal pain, and weight loss \[[@CR2]\]. Therefore, achalasia is classically not associated with obesity. With obesity growing to epidemic proportions, the combination of these diseases may be seen in more frequency in the future. Generally, both achalasia and morbid obesity can be treated surgically in different approaches when occurring individually \[[@CR3], [@CR4]\], but concomitant treatment requires specific considerations: In that sense, surgical treatment of both problems in one patient will not to result in a good outcome unless they are addressed together. Successful therapy for achalasia usually leads to weight gain as the appetite of patients improve. Weight gain would be very detrimental in patients with morbid obesity and significant co-morbidities. On the other hand, a sole surgical approach addressing only the morbid obesity of this patient would not resolve the functional obstruction of the oesophagus. More frequent intake of high-calorie liquids would be the logical approach, but with counterproductive consequences and the success of weight loss surgery endangered. Therefore, surgical treatment should target to solve both problems at the same time and both surgical procedures should complement and not sabotage each other's effects. In addition to these functional considerations, the close proximity of a surgical approach to both achalasia and obesity complicate the approach. Only a few reports can be found on the concomitant performance of a Heller myotomy with gastric bypass, duodenal switch, or gastric banding \[[@CR5]--[@CR7]\].

Case Report {#Sec2}
===========

A 69-year-old female patient presented to the minimally invasive surgery clinic for evaluation of dysphagia to both liquids and solids. A manometry demonstrated a hypertensive lower oesophageal sphincter and esophageal dysmotility. Upper GI barium-enhanced radiographs revealed a very small mid-esophageal diverticulum with no evidence of a dilatated eosphagus. The patient's co-morbitities included obesity with a BMI of 40 kg/m^2^, osteoarthritis, heart disease, hypertension, back pain, hypercholesterolemia, and depression. The patient had a previous knee replacement and back surgery. She used a cane or walker on wheels to walk and her overall health status made it hard for the patient to exercise. The patient reported moderate eating habits, but never felt full. She was previously successful at weight loss but never able to maintain a low weight.

With this clinical presentation, we decided to perform simultaneous surgeries for the patient's early achalasia and morbid obesity: The patient underwent robotic-assisted Heller myotomy and concomitant sleeve gastrectomy utilizing the same trocars for both procedures (Fig. [1](#Fig1){ref-type="fig"}; surgical field surgery). No intra- or postoperative complications occurred. The patient was discharged on postoperative day 4 on a liquid diet. Five weeks postoperatively, the patient stated that her symptoms of achalasia had resolved and that she had lost 11 lb. Fig. 1Surgical field after robotic Heller myotomy and gastric sleeve resection

Discussion {#Sec3}
==========

We decided to offer the patient with significant co-morbidities one trip to the operating room, addressing both problems at the same time, in the most effective and least invasive way by utilizing the same trocar setup for both surgeries. Laparoscopic esophagogastric myotomy has been shown to be superior to other treatments for achalasia \[[@CR8]\]. Robotic assistance for this procedure seems to result in safe outcomes with a reduced risk for perforation when compared to conventional laparoscopy \[[@CR9]\]. Therefore, the decision to move forward with this treatment for our patient's early achalasia was clear. Finding the matching operation to address the patient's obesity was more difficult: Previous reports describe the successful combination of laparoscopic myotomy with gastric bypass, duodenal switch, and gastric banding \[[@CR5]--[@CR7]\]. However, we felt that gastric bypass and duodenal switch were not suitable due to their significant invasiveness and rate of complications for our patient with a great number of co-morbidities. Gastric banding is a less invasive method of weight loss surgery, but the circular restriction and the position in the upper part of the stomach could potentially interfere with the myotomy. Gastric sleeve resection has shown to be effective while less complicated when compared to gastric bypass and duodenal switch \[[@CR10]\]. As laparoscopic gastric sleeve resection is becoming a standardized stand-alone bariatric procedure, it was our choice for this patient.

Conclusion {#Sec4}
==========

Finding the right treatment for concurrent obesity and achalasia appears to be a surgical challenge and only a few reports can be found in the literature. The positive short-term outcomes in our patient show that the simultaneous robotic Heller myotomy and laparoscopic gastric sleeve resection is a feasible option for the treatment of achalasia and morbid obesity. Weather this approach is superior to any other approach remains subject to further research.
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